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This report is for new services to begin on 

September 10, 2023, for use at UPMC Carlisle 

Hospital.  The services include:     

· TLEMED-ADOLESCENT MEDICINE

· TELEMED-ADOLESCENT PSYCHIATRY

· TELEMED-ADOLESCENT RHEUMATOLOGY

· TELEMED-ADOLESCENT ALLERGY 

IMMUNOLOGY

· TELEMED-ALLERGY IMMUNOLOGY

· TELEMED-BARIATRIC

· TELEMED-CANCER MEDICINE

· TELEMED-CARDIOLOGY

· TELEMED-CARDIOVASCULAR

· TELEMED-DIET/NUTRITIONAL SERV

· TELEMED-EEG INTERPRET

· TELEMED-EICU SERVICES

· TELEMED-EMERGENCY SERV

· TELEMED-ENDOCRINOLOGY

· TELEMED-ENT

·  TELEMED-FAMILY MEDICINE

· TELEMED- GASTROENTEROLOGY

· TELEMED-GERIATRIC MEDICINE

· TELEMED-HEMATOLOGY
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· TELEMED-INFECTIOUS DIS

· TELEMED-INTERNAL MEDICINE

· TELEMED-LABORATORY

· TELEMED-MATERNAL FETAL/OB

· TELEMED- NEONATOLOGY

· TELEMED-NEPHROLOGY

· TELEMED-NEUROINTERVENTION

· TELEMED-NEUROLOGY

· TELEMED-NEUROSCIENCES

· TELEMED-NEUROSURGERY

· TELEMED-NUCLEAR MEDICINE

· TELEMED-OPTHALMOLOGY

· TELEMED-ORAL/DENTAL

· TELEMED-ORTHOPEDICS

· TELEMED-PALLIATIVE CARE

· TELEMED-PAIN SERVICES

· TELEMED-PATHOLOGY

· TELEMED-PED ORTHOPAEDICS

· TELEMED-PEDIATRIC ED

· TELEMED-PLASTIC & RECON

· TELEMED-PODIATRIC

· TELEMED-PM AND REHAB

· TELEMED-PSYCH

· TELEMED-PSYCH EVAL SVCS
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· TELEMED-PULMONARY

· TELEMED-RADIOLOGY

· TELEMED-RHEUMATOLOGY

· TELEMED-SAFE-T CENTER

· TELEMED-SLEEP SERVICES

· TELEMED-SPORTS MEDICINE

· TELEMED-TELE PATHOLOGY

· TELEMED-TELE SITTER

· TELEMED-THORACIC

· TELEMED-TOXICOLOGY

· TELEMED-TRANSPLANT SERV

· TELEMED-TRAUMA SERV

· TELEMED-URGENT CARE

· TELEMED-UROLOGY

· TELEMED-VASCULAR

· TELEMED-WOUND CARE

UPMC Pinnacle Hospitals attested they were in full 

compliance with the requirements of the 

Pennsylvania Department of Health's Rules and 

Regulations for Hospitals, 28 PA Code, Part IV, 

Subparts A and B, November 1987, as amended 

June 1998.
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